of heart failure. The post-mortem showed extensive thoracic and abdominal -tuberculosis with ulceration of the laryngeal and para-laryngeal structures.
The case is being reported, first on account of the rarity of tuberculous ulceration of the larynx in a child so young, secondly on account of its clinical interest in presenting a contrast between the course of this case and that usually obtaining in the adult.
The larynx and temperature chart are shown. DISCUSSION. Dr. JOBSON HORNE observed that the preserved larynx, through the round glass jar presented the appearance of superficial ulceration, and not that deep ulceration, tumefaction and destruction consequent upon the infiltration and eruption of tubercle, features so typical of laryngeal tuberculosis.
Many years ago, as the outcome of post-mortem research he (Dr. Jobson Horne)
had been able to formulate the conclusions that when the disease presented those features in the larynx, cavitation had been established in the lung; further that in miliary tuberculosis of the lungs (the prevalent form in children and without cavitation), laryngeal tuberculosis did not occur. Hence the rarity of laryngeal tuberculosis in children.
However, in 1898, when the British Medical Association met at Edinburgh, he (Dr. Horne) demonstrated the larynx from a child aged 12 months who had died from miliary tuberculosis, and yet the larynx presented most typical features of laryngeal tuberculosis. The explanation was that a tuberculous bronchial gland had broken down into the adjacent lung and had established a cavity. Hence an exception that proved the rule he had deduced from post-mortem observations. Mr. CYRIL HORSFORD said he had at present under his care a case which seemed, clinically, to be similar to this, namely, that of a child, aged 6. There was marked laryngeal stridor. He took the patient into hospital and, under chloroform, carried out direct inspection. There was no papilloma, but some thickening of both ventricular bands and inter-arytenoid spaces. He had not yet heard tne result of the full examination, and before the report of Mr. Vlasto's case was published he would like to ascertain whether tuberculosis was present in his own case.
Mr. M. VLASTO (in reply) said that he would particularly like to emphasize one point of contrast between the clinical picture of this child and that in the adultnamely, the complete absence of dysphagia.
Case of Epithelioma of Vocal Cord, treated by Thyrotomy.
By Sir JAMES DUNDAS-GRANT, K.B.E., M.D. FRANK S., aged 35, was first seen on account of hoarseness, on October 9, 1923. This hoarseness had been present for four or five years, and appeared to have commenced with attacks of bronchitis both during and since the war.
He was referred to the Throat Department of Brompton Hospital by Dr. Burrell and it was then found that the whole length of the right vocal cord was occupied by a papillated swelling which extended well into the anterior commissure. There was diminished mobility of the cord. A diagnosis of epithelioma was made, and it was confirmed by microscopical examination of a portion which I removed by means of my intralaryngeal forceps. On November 29, I perfotmed laryngo-fissure, but in view of the fact that the growth extended into the commissure and probably across the middle line, I sawed through the thyroid cartilage, as recommended in such cases by Chevalier Jackson, avoiding any section of the soft parts until the ale were drawn apart; the whole of the right cord and a portion of the left were then cleared out. I anticipated some difficulty with swallowing, but apparently the sphincter Section of Laryngology laryngis acted efficiently and be was able to eat and drink next day. The voice is naturally extremely defective, but is gradually improving. DISCUSSION.
Mr. HAROLD BARWELL said Mackenty, of New York, stated that infiltration into the anterior commissure was a contra-indication to removal of malignant growth by laryngo-fissure, but the present case was an example to the contrary, and did not support that dictum.
Dr. IRWIN MOORE said that Sir StClair Thomson had operated by laryngo-fissure on a large number of cases in which the anterior commissure was infiltrated and they were still alive. He asked whether Sir James anticipated some difficulty in swallowing in this case.
Dr. J. B. CAVENAGH asked how long an interval elapsed before Sir James removed the growth after taking away a piece for examination.
Sir JAMES DUNDAS-GRANT (in reply) said that in this case he carried out the method recommended by Dr. Chevalier Jackson, avoiding any section of soft parts until the alhe were divided and drawn apart. In cases in which the disease was confined to the middle of one vocal cord, it was best to open the larynx by means of a curved bistoury from within, so as to make sure of getting between the vocal cords from below. In this case the disease went across the middle line, and those who were at the Palis Congress would know Dr. Chevalier Jackson's counsel that it was advisable to saw through from the outside. He (Sir James) took out so much of the soft parts on both sides that he felt apprehensive as to the patient having some difficulty in swallowing liquids at least for a day or two. The interval between taking away a portion for examination and the performance of the operation was longer than he would care to allow if it could be avoided; in this case it was probably a month. But he did not think this patient's interests suffered from the delay. The voice was chiefly produced by the ventricular bands, and it was as good as could reasonably be expected.
Case of Tracheal Stridor from Pressure. By Sir JAMES DUNDAS-GRANT, K.B.E., M.D. CHARLES C., aged 38, was first seen in October, 1923, complaining of dyspncea when recumbent; this symptom was quite recent but he had had more or less huskiness of the voice since December, 1922. He had signs of tuberculosis in the chest and bacilli in the sputum. On laryngoscopic examination the vocal cords were seen to be infiltrated, but, below them, the view of the trachea was interfered with by the presence of an obstruction of a pale pink colour, the outlines of which were not perceptible, but it was probably a bulging of the anterior wall. To the left of the trachea, just below the level of the cricoid cartilage, there was a swelling perceptible on deep palpation. Direct laryngoscopy, so far as permitted by the state of the larynx, gave no further inforMation; an X-ray examination was made; it suggested that the trachea was curved forwards bypressure from behind. The cervical vertebr were carefully examined, but there was no evidence of caries such as might account for abscess formation. The patient subsequently reported that he could onlly lie on the left side and that when he bent his head over to the right the throat seemed to close. The swelling in the trachea gradually diminished to such an extent that it was possible to see past it and note that it projected chiefly from the anterior wall. On December 27 he coughed up a small crescentic piece of bone, the nature of which is not evident; he had felt something loose in the throat the night before. From that time the breathing improved and on January 1 it was obvious on laryngoscopic examination that the bulging from the anterior wall had considerably diminished and
